A CASE OF INTRA-PERITONEAL RUPTURE OF THE 
BLADDER; RECOVERY AFTER LAPAROTOMY. 

Bv JAMES KERR, M.D., 

OF WASHINGTON, D. C. 

SURGEON TO EMERGENCY AND PROVIDENCE HOSPITALS. PROFESSOR OF 
SURGERY, GEORGETOWN UNIVERSITY. 


T HE patient, \V. H. B., a white male, thirty-three years old. 
May 13, 1892, fell thirty-five feet down the outside of an 
elevator shaft, striking the ground “all doubled up,” with 
most of his weight on his left hip. 

He was brought to the Emergency Hospital about one-half hour 
later, in a state of shock and complaining of great pain over the 
region of the hip and hypogastrium. Was very sore on any move¬ 
ment. Sent to the ward and kept under observation. 

Eight hours later the shock and pain continued, the latter most 
marked over hypogastrium, where there was some ecchymosis and 
swelling. There was also marked abdominal tenderness, and the 
pulse small and thready. Catheterizing him, a small quantity, half¬ 
ounce, of bloody urine was withdrawn. 

Rupture of the bladder was diagnosed and an operation deter¬ 
mined on. 

Incision was first made into the prevesical space. The cellular 
tissue was found extensively infiltrated. On cutting down to the bladder 
it was collapsed, but no extra-peritoneal injury could then be detected. 
Fracture involving the symphisis and descending ramus of the pubis 
on the left side was made out. On injecting a solution of boracic 
acid per urethram it was felt to well up at the bottom of the incision. 
As only a small part of the fluid returned in this way, and the balance 
not distending the bladder, it was supposed to be escaping into the 
pelvic cavity. 

It was, therefore, deemed advisable to open the general perito¬ 
neal cavity, and the original incision was prolonged upward. The 
intestines distended, and, showing signs of peritonitis, crowded into 
the wound. Arrangements being made for the Trendelenburg posi¬ 
tion, after the elevation of the pelvis the intestines gave little 
further trouble. 
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On injecting more of the boracic lotion it could be felt to well 
up in the bottom of the pelvis, with a distinctly urinous odor, proving 
that the rupture was intra-peritoneal and beyond the reflexion of the 
pelvic fascia. 

The bladder was carefully examined to locate the injury, but 
without success. It was then opened and a Trendelenburg tube 
introduced. An effort was then made to close in the ruptured area by 
suturing the side of the bladder as low down as it could be reached 
to the pelvis in front. The general peritoneal cavity was then irri¬ 
gated with a 1—10,000 bichloride solution and a drainage tube intro¬ 
duced in front of the bladder. The operation was completed by 
placing a tampon of iodoform gauze in the abdomen behind the 
bladder. 

The shock following the operation was severe, but the patient 
made a good recovery. Temperature and pulse became normal on 
the fifth day. He left the hospital one month from admission, and 
when seen four months afterward was in perfect health. 

The after-treatment consisted of free saline catharsis and boracic 
fomentations to absorb the urine from the anterior wound. These 
were changed at first every hour, the interval being increased as the 
wound in the bladder healed. The bladder was at first washed out 
through the drainage tube twice a day with a solution of boric acid. 
The iodoform tampon was changed at the end of the second, and 
permanently removed at end of the fourth day. The drain from 
the prevesical space two days following, and the bladder drain two 
weeks later. I attribute success in this case to a comparatively early 
operation and the open method of dealing with the infected perito¬ 
neum. 

I append a list of all the cases that could be tabulated up to 
date from a search made at the Library of the Surgeon-General’s 
office here: 



Operator. Date. Injury and Symptoms. i Operation. Result. Reference. 


I.YTR.t - PER / TOXEA L RUPTURE OF THE BLADDER. 649 



urinedrawn by catheter; anxious rior surface of bladder torn from 
expression; also fracture through; side to side; fifteen Lembert 
neck of right femur. sutures; catheter passed through 

urethra and left in bladder; peri- 
; tonitls- 



Cases ofJLaparotomy for Intra-peritoneal Rupture of Urinary Bladder.—C ontinued. 
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INTRA-PERITONEAL RUPTURE OE THE BLADDER. 651 
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Casf.s of Laparotomy for Intra-pkritoneai. Rupture of Urinary Bi.addf.r.— Continued. 








Casks ok Lakakotomy kor Intra-reritonical Rupture ok Urinary Hi.adiikr.— Continued. 



Twenty-nine cases. 11 recoveries; iS deaths. 




